Integrated models of HIV/AIDS service delivery are believed to have advantages over stand-alone models of care from health planners' and providers' perspectives. Integration models differ, yet there is little information about the influence of differing models on workers' beliefs about models' efficacy. Here, we examine the effect of integration of HIV care into the general health system in India. In 2014, India replaced its stand-alone model of HIV service delivery-Community Care Centers (CCCs)-with a purported integrated model that delivers HIV medical services at general hospitals and HIV psychosocial services at nearby Care and Support Centers (CSCs). We examine 15 health workers' perceptions of how change from the earlier stand-alone model to the current model impacted women's care in a district in Uttar Pradesh, India. Results indicate that (1) Women's antiretroviral (ART) adherence and utilization of psychosocial support service for HIV/ AIDS suffered when services were not provided at one site; (2) Provision of inpatient care in the CCC model offered women living in poverty personal safety in accessing HIV health services and promoted chances of competent ART usage and repeat service utilization; and (3) Although integration of HIV services with the general health system was perceived to improve patient anonymity and decrease chances of HIV-related stigma and discrimination, resource shortages continued to plague the integrated system while shifting costs of time and money to the patients. Findings suggest that integration efforts need to consider the context of service provision and the gendered nature of access to HIV care.
Introduction
There has been a movement away from disease-specific or standalone health programs and towards integrated health systems for HIV/AIDS service provision. Hypothesized benefits of integrating HIV-specific services with general health systems include lower costs for providers, improved coordination among care units and decline in stigma and discrimination due to patient anonymity (Atun et al. 2010b; Pfeiffer et al. 2010; Sweeney et al. 2012) . However, integration models differ, and benefits and efficacy differences are unclear (Armitage et al. 2009; Atun et al. 2010a; Sweeney et al. 2012) . Studies examining HIV service integration rarely employ a workeror client-centric perspective and thus little is known about how integration of HIV services into general health services affect those populations (Kodner and Spreeuwenberg 2002; Sweeney et al. 2012) . Aspects of the worker-client interaction, including the clinical encounter (e.g. patient-provider relationship), infrastructure (e.g. transportation and clinic hours), and psychosocial environment (e.g. social support and stigma), affect engagement, adherence, and retention in treatment (Beach et al. 2006; Bogart et al. 2013; Christopoulos et al. 2013; Layer et al. 2014; Mallinson et al. 2007; Messeri et al. 2002; Mugavero et al. 2011 Mugavero et al. , 2013 Roberts, 2002; Tobias et al. 2007 ). People living with HIV need to be highly adherent to a complex medication regimen (Bangsberg 2006) and are likely to experience treatment failure without high levels of adherence (Bangsberg et al. 2001) . As a result, WHO has recommended the provision of 'a comprehensive set of psychosocial interventions' that include counselling, peer support groups, and adherence support for people living with HIV (Boothroyd and WHO 2008) . Therefore, ideally, integration of HIV-specific services with general health systems would include medical and psychosocial services.
Here, we examine the effects of HIV service integration on women's utilization of psychosocial services in north India from the perspective of the health workers who work with them. Drawing upon in-depth interviews with health workers, we contrast their perceptions of clients' experiences under two different models of care. The first was a HIV/AIDS-specific or stand-alone model of care that provided antiretroviral therapy (ART) medications at the general hospital, but initiation into ART, counselling for drug adherence, patient education, and other forms of psychosocial support within a residential arrangement [the Community Care Center (CCC)] located outside, but generally near, public hospitals. The second is a more recently implemented model of care that integrates HIV treatment and care into the general health system (integrated model of care), whereby ART and other medical services such as treatment for opportunistic infections are provided at a general hospital. Although considered an integrated model, HIV-related psychosocial support services are provided at a different (nearby) centre [the Care and Support Center (CSC)], with no residential component to the care. Program theory (Weiss 1997 (Weiss , 1998 highlights how new programs are often developed with little attention to the theory guiding the development of the interventions or identification of the effective components. Our aim in this paper is to compare the two programs using program theory to consider how components of each program operated for clients living with HIV, according to the workers who worked with them.
This study has clinical and policy relevance to India where an estimated 2.5 million people live with HIV/AIDS; 39% of them are women (UNAIDS 2014). Although AIDS-related mortality in India has declined from its peak in 2007, the country still has the world's third highest number of AIDS-related deaths [National AIDS Control Organization (NACO), 2015; UNAIDS 2014] . ART has been available free of cost, supported by government funding and distribution since 2004 (NACO 2015) , yet ART coverage remains low; an estimated 64% of people living with HIV are not receiving treatment (UNAIDS 2014). Our study also provides insights about the effects of integration on women's service utilization, informing future attempts to integrate HIV care into general health systems in other low-resource settings.
Overview of CCCs and CSCs
There is no common definition or conceptualization of integration (Armitage et al. 2009; Kodner and Spreeuwenberg 2002; Lindegren et al. 2012) . Integration may imply offering two previously separated health services together such as family planning services with HIV services, or combining a health service with broader primary health services (Ekman et al. 2008) . Integration could also imply the provision of health services in one room or in one building (Church et al. 2013; Kodner and Spreeuwenberg 2002) . Therefore, varied models must be evaluated within geographic-and population-specific contexts. The Indian National AIDS Control Organization's (NACO) implementation of integrated HIV care, support and treatment services (NACO 2013) was an attempt to deliver specialized HIV/AIDS care within the general health care services; even so, under the CSC model, the psychosocial aspects of that care were physically separated from the general medical care in the Indian integration model.
From 2007 to 2016, India launched two different models of HIV care and treatment to support ART provision with other medical and psychosocial services for HIV/AIDS. These models include the prior CCCs (2007-13) and the current CSCs (2014-ongoing). The earlier model (CCCs) is considered a 'stand-alone' model of HIV care by the government (NACO, 2007) and was evaluated in research by Sogarwal and Bachani (2011) ; no studies evaluating the effectiveness of the CSCs, nor any that compare and contrast the two models, appear in the extant literature.
Under the Indian National AIDS Control Program (2007-12), hospital-based care, ART medication distribution and CCCs were initiated all over the nation to provide care, treatment and support services to people living with HIV. The CCCs were meant to function as a bridge between hospital and home-based care. Patients were given ART at a public hospital and then escorted to the CCC for ART initiation and all follow up services. CCCs provided inpatient care for at least 5 days as ART began; residential stay was available during this initiation of treatment and during monthly follow-up to treat opportunistic infections, ameliorate and cope with side effects of the ART, and educate clients about how to avoid HIV transmission and enhance ART adherence (NACO 2007; Sogarwal and Bachani 2011) .
Previous research and the government's own evaluation of the CCC identified the following challenges to the CCC model: (1) low utilization of care and support services by people living with HIV, attributable to HIV stigma; (2) shortage of medicines for treatment of opportunistic infections; (3) high client load and workload at some CCCs because government support was not linked to patient volume; and (4) suboptimal use of human resources due to overlapping responsibilities with other services (e.g. CCC outreach workers and those from a drop-in centre duplicating services) (Larmar and James 2013; NACO 2013; Sogarwal and Bachani 2011) .
Beginning in 2012, the government's National AIDS Control Program (NACP) shifted priorities from providing inpatient HIV-care (CCC) to ensuring complete integration of all services for people living with HIV within the general health system (NACO 2013). CSCs were established and located within a 2.5-3-km radius of ART centres, physically separating the psychosocial services in the CSCs from medical care. The intent was to provide medical services to people living with HIV along with broader populations. Like the prior CCCs, the CSCs were charged with providing psychosocial counselling directed towards support, retention, adherence, nutrition and sanitation practices, and reducing stigma (NACO 2013) . CSCs were also charged with referral and linkage to complex and ever-changing governmental and NGO programs that are open to all, yet require attention to differing eligibility requirements (Nadkarni et al. 2011) . The intent of the CSC model was to integrate people living with HIV into generally available services; both medical and general welfare programs. Table 1 contrasts the CCC and CSC models.
The government mandated switch from CCCs to CSCs created a natural quasi-experiment to contrast these models, yet it seems others have not yet examined the effects of this change from CCC to CSC models. This study fills this gap using data collected from health care workers in Lucknow, Uttar Pradesh, to explore their perspectives and experiences providing care and treatment support in both models (CCC and CSC). We use the framework of program evaluation theory (Weiss 1997) to identify what aspects of the program actually accomplished intended (and unintended) goals on the ground, according to the workers who implemented them. We examine the ways each model works to provide access to ART, promote ART adherence, reduce transmission and promote positive living-the common identified goals of both the CCC and the CSC models of care (NACO 2013)-with special attention to the effects on poor women living with HIV.
Methods

Study setting and HIV-affected populations
The state of Uttar Pradesh (U.P.) in north India was sampled purposefully for this study. U.P. is one of the poorest states in India (Kozel and Parker 2003) and has poor indicators of education and health infrastructure relative to other Indian states. HIV prevalence in the state is low at 0.1% but due to Uttar Pradesh's large population of >200 million, the prevalence rate translates into large absolute numbers (NACO 2012) . Additionally, the population of Uttar Pradesh has low levels of general literacy (Census of India 2011), poor health infrastructure (Anand 2014 ) and widespread poverty (Kozel and Parker 2003; Tiwari 2014) . People living with HIV in U.P. often live in poverty, have limited access to education, and know little about positive health practices.
U.P. is also plagued by severe gender inequalities. Girls and women have even lower literacy rates than men (Ansari and Nakhat 2014) , have difficulty accessing general and reproductive health services (Saroha et al. 2008) , and have lower levels of information about HIV transmission and their own risk factors than men (Singh et al. 2015) . Women usually have difficulty travelling and accessing health services over long distances because of patriarchal family arrangements that limit women's movement without explicit permissions and accompaniment by male relatives (Bloom et al. 2001) . Both urban and rural women face more severe forms of HIV-related stigma and discrimination than men, further isolating women and challenging access to HIV health services. These contextual characteristics make U.P. a critical site to examine HIV service utilization in different models of care to identify factors that affect women's health service utilization.
Respondent population and data collection
We interviewed community-based health workers as an expert group of respondents who directly serve HIV-positive populations and had experience working in both models of care. Existing literature on health workers in north India demonstrates that they wish to help people living with HIV but face various challenges. For instance, community health workers sometimes have incomplete information about how HIV is transmitted and fear contracting HIV (Kermode et al. 2005) . They typically have poor institutional support, poor infrastructure for services, outcome-based remuneration and rigid hierarchies in the health system that hinder their ability to provide optimal service (Scott and Shanker 2010) . Although they are not physicians or nurses, the health workers we interviewed (2011) • Larmar and James (2013) • NACO (2013) No evaluation studies found spend considerable time with clients, educating, advocating and intervening to improve adherence, enhance health and promote well-being of their clients. Data for this study were collected between January 2015 and June 2015 at the only two CSCs associated with ART centres in two public hospitals in Lucknow, Uttar Pradesh. Ethics approval was obtained from the Rutgers University Institutional Review Board in the United States and permissions were obtained from the Uttar Pradesh Welfare for People Living with HIV/AIDS Society. Consent forms were developed in Hindi for respondent understanding and comfort with the research process and reviewed by the Uttar Pradesh Welfare for People Living with HIV/AIDS Society. Non-profit agencies implementing government policies at the CSCs provided access to the health workers. The interviewer (first author) comes from north-central India and has linguistic and cultural competence in working in this geographic area. Health workers seemed to accommodate to her prolonged presence in the CSC with little indication of social desirability bias of any type and there were no conflicts of interest in funding or other interests.
Fifteen health workers, age 24-45 (M ¼ 9, F ¼ 6), who were currently working in the CSC model and had previously served in the CCCs were identified and recruited. This purposeful sample of health workers was recruited until saturation of themes was reached. We attempted to reach as diverse a group of health workers as possible by gender, educational attainment and professional experience. Physicians and nurses were not sampled because we interviewed staff currently serving at the CSC, based on their participation in both models. Nurses and physicians were no longer serving at the CSC and therefore not available to offer comparisons of the two models.
As presented in Table 2 , there was considerable variation in the age, educational attainment, professional role and work experience of the respondents. All respondents had high-school education or above, which was high relative to the U.P. population. Five health workers were HIV-positive themselves and had disclosed their HIV-positive status at work. All respondents spoke Hindi or a dialect of Hindi. The open-ended interviews were conversational and semi-structured and lasted for 1-2 h. Respondents spoke about their experiences working within the two models of health service delivery and their perceptions of client service utilization, particularly the effects on women.
Data management and coding
Interviews were audio-recorded in Hindi and transcribed and translated into English by the first author who is fluent in both languages. Data were coded in Atlas.ti qualitative software and analysed inductively. Qualitative coding captures the essential elements of the respondent's experiences, which when clustered for similarity and regularity, lead to a pattern and facilitate the development of conceptual categories (Saldana 2015) . In the first round of coding, in vivo/line-by-line codes reflective of data content were assigned (Saldana 2015) . Codes coalesced around comparisons between the two health care models and perspectives of the health workers. In the second round, we used focused coding, where similar codes were assigned to collapsed categories. In the third round of coding, we examined relationships among emergent categories (axial coding) (Saldana 2015) .
Analytical framework
Program theory (Weiss 1997 (Weiss , 1998 ) provides a guiding framework for evaluation and analysis of data about programs. Ideally, before a program is developed, a program theory including the goals of a program, its target outcomes, how to implement specific interventions and beliefs about what mechanisms are working to enhance goal establishment should be identified. Even so, many programs are designed and implemented without developing a theory of how the program actually functions to achieve (or not) its goals (Weiss 1997 (Weiss , 1998 .
Program theory evaluation can be conducted as a post-hoc assessment to examine activities/services of programs and evaluate how each is believed to work towards goal accomplishment; a program theory is developed that attempts to identify the logic and assumptions behind the program activities and inputs and to assess their ability to enhance desired effects (goals). Weiss asserts that 'theory-based evaluation examines conditions of program implementation and mechanisms that mediate between processes and outcomes as a means to understand when and how programs work' (Weiss 1997, p. 41; 1998) . While the goals of both the CCCs and the CSCs are clear, guiding documents (NACO 2007 (NACO , 2013 do not provide sufficient clarity on the assumed underlying mechanisms or modifying factors, which would lead to the program's success.
Weiss's body of work is premised on the notion that 'many programs are so difficult to evaluate because they are based on poorly articulated assumptions' (Msila and Setlhako 2013, p. 324) and that the evaluator must identify implicit theory and mechanisms in order to make assumptions explicit to allow more formalized evaluation. Weiss recognized the political context in which governmental programs evolve and how feedback from stakeholders is often only available after a program is already implemented. Through health workers' perspectives, we examine the mechanisms that enhance Figure 1) .
Results
Themes presented here are based on codes of health worker perceptions comparing the two models of care regarding issues of importance to clients. Health workers were chosen not only because of their expertise and experience in both CCC and CSC models, but also because they work at the intersection of client experience and program effectiveness. Although respondents spoke about their work generally, all workers emphasized the challenges female clients experienced. The following themes emerged: (1) ART adherence, (2) shelter and women's safety, (3) community support, (4) linkages between medical and psychosocial health services and (5) client anonymity while accessing HIV treatment.
ART adherence
Several respondents perceived the CCCs to be a better model for ensuring ART adherence as it allowed opportunities to talk about adherence and also to demonstrate ART regimens to clients over the course of the 5-day stay. One health worker explained:
The specific component of five days was very important. . .. I do not think there is anyone who starts ART and does not face side effects, but once it is managed in the beginning, it goes well. [In the CSC model] when the person is alone at home, he gets nervous and may come running back to us, then again he will be sent back and asked to eat medicine. Drug adherence levels are falling down again. CCCs had better results for drug adherence.
In the earlier CCC model, the 5-day stay allowed regular interactions supporting high levels of adherence and training about complex schedules. Health workers believed that clients whose side effects were managed during the 5-day stay in CCCs were more likely to remain adherent through ART initiation and to return to the CCC for the relationships and social support they had developed during their time at the CCC. A worker asserted:
Medicines have side effects. The regular monitoring that HIVpositive people should be getting. . .Now [in the CSC] we are not able to give them that training. With CCC, for five days there used to be rigorous training. . .. We used to get time with our patient. . . So in five days (Hindi-dho maaz diye jaate the) they used to get very rigorous training.
The Hindi metaphor in the above quotation, 'dho maaz diye jaate the' means 'to clean something until it shines' or 'to teach a person till he has absolute clarity on the subject' and captures the rigor of this training. In the new CSC model, the time for counselling is limited to daytime hours and health workers do not believe they have the same level of influence on the client's adherence behaviours.
Workers lament:
In five days in the CCC. . . Chances were high that people's adherence level would be high. Now [in CSC] the situation is that ART has to be started, counsellor had one meeting, explained that medicines should not be stopped, properly explained everything but when the patient goes home and takes ART and suffers [side effects], then he loses stability.
Some health workers felt that the CCC was even more important for assisting women (in contrast to men) in maintaining ART adherence, due to cultural norms that limit safe travel mobility among women who must make repeated trips to the CSC. Counselling during the residential stay at the CCC was perceived to be more effective in promoting ART adherence than brief counselling sessions at the CSC.
Shelter and women's safety
Health workers believed that the provision of overnight accommodation in the CCCs was especially useful for women living in poverty. Women often had to travel long distances to acquire free ART medications at hospitals. Later, under the newer CSC model, they did not want to take extra time to travel to the linked CSC for counselling that they did not deem as important as a safe and speedy return home.
The CCC was better because now women who come from far off places [to the CSC] have to stay at the Rainbasera [public shelter usually situated at a railway station] and it is not safe for them to be around the road. . . .Even if they reached there [the CCC] at night by 10pm, they would get dinner and they could sleep there and then take medicine from the ART center the next day. . . So they were comfortable in that arrangement.
Under the current CSC model, the hospital's ART clinic is open only for a few hours early in the morning to mid-afternoon. For long distance travellers, this means arriving a day earlier and making lodging arrangements for the night. A worker explains:
For poor women. . . They had a place. . .One woman came from Gonda for example, her train is late, she reaches at 2pm and the ART centre has closed. So now, if she lives in a hotel, she will spend at least 300-400 rupees in Lucknow and she will eat some food. . . And when that community care centre was there. . .Then there was facility to live, to eat. If she had a cold or fever, then there were medicines, there was a doctor, a staff nurse so she would get all facilities in one place.
Overall, it seems that the provision of overnight accommodation under the CCC model was helpful for all, and especially for women living in poverty. Under the current CSC model, barriers of travel, safety and accommodation seem extensive.
Sense of community
Respondents noted that the residency model of the CCC provided people living with HIV, especially women, with an opportunity to develop a sense of community and belonging (a goal within the NACO guidelines). One health worker spoke about the positive effects that a sense of community can have on women's mental health and well-being. Female health workers believed that the CCC gave them the opportunity to know their female clients on a personal level and to learn more about the client's lives and challenges. That in turn enabled them to assist female clients more effectively under the CCC model of care.
Linkages with psychosocial services
The health worker respondents explained that under the newer CSC model of care, financial and time constraints meant clients often chose to collect their medicines at the ART centre and return home. Counsellors and outreach workers found it difficult to convince clients of the importance of travelling another few miles for psychosocial services when clients thought that collecting ART medications was sufficient for their overall health and well-being.
In the current strategy, clients are hesitant to come to us and they wonder what they will get by coming here. We provide a lot of counselling here, but they are in a hurry to go home. They think that 'every time, the same four or six things will be told to me'. They will come when they need something concrete like getting connected to a welfare scheme, otherwise they do not prefer to visit.
Having all facilities, including ART provision and psychosocial services, combined in one place made it easier for health workers to offer holistic care to clients. One of the respondents complained, 'Now, here the patient just comes and goes away after getting medicines, but there it was a comprehensive follow up.' The geographical distance and the splitting of ART provision in the hospital from provision of psychosocial services at the CSC deterred clients from important linkage to psychosocial services.
Client anonymity
Although health workers spoke strongly in favour of CCCs for client service utilization, some spoke about the perceived benefits of the new CSC as an integrated system. They thought that the CSCs offered more patient anonymity within health systems for the general population, reducing chances of discrimination. In contrast, the CCCs were seen as separating clients from mainstream society and increasing chances of labelling and HIV-related stigma and discrimination. An HIV-positive health worker explained:
available in the new model? Then the patient will remember CCC.
[Indicating medication shortages in the general hospitals after integration of health services]
Even while health workers spoke of patient anonymity as a perceived benefit of integration with general care, they simultaneously identified resource shortages that impede service utilization. Study results are summarized in Table 3 .
Discussion
The intended program goals of both the CCCs (2007-13) and the CSCs (2014-ongoing) are similar: to provide holistic HIV treatment including provision of ART medications, promote ART adherence, reduce HIV transmission and promote positive living (NACO 2013) . The study findings indicate that the organization of the CCC had intrinsic design components that enhanced utilization of health care services for HIV/AIDS, especially among women. Using Weiss's (1997) program theory framework, we explicitly identify the underlying mechanisms of the CCC model that accomplished intended (and unintended) goals based on the themes presented above. As shown in Figure 1 , we find that various CCC model inputs influenced perceived outcomes. A major program input was the combined provision of HIV medical services with psychosocial services in the same location, the CCC. Workers believed ART adherence was enhanced by initiating the client into ART while managing sideeffects, along with simultaneous exposure to psychosocial counselling and peer support (intended program goals). In contrast, in the CSC model, clients often collect ART or use other medical services from the hospital and return home without travelling to the affiliated CSC; they therefore do not get exposed to peer support or other psychosocial services. A second important program input in the CCC was the provision of accommodation which, when combined with the one-site location of HIV medical and psychosocial services, offered 'time efficiency,' 'money efficiency' and 'personal safety,' especially for female clients (unintended program goals), according to the health workers. In contrast, under the CSC model, clients need to spend time and money to commute between (so called) integrated services or arrange for overnight accommodation. For women, patriarchal norms about travel and safety made this commute even more complex.
Findings from this study suggest that clients experienced HIV medical services as 'integrated' with psychosocial support provision within the CCC model. In contrast, in the newer CSC model, ART provision is integrated with broader primary health services but is experienced by clients as disintegrated from psychosocial services for HIV/AIDS. This stands in contrast with stated program goals as we know that psychosocial services play a critical role in ART adherence. This indicates that partial integration may actually impair programs' ability to achieve set goals. Within the CCC model, peer and familial support, and learning through the example of others is associated with higher ART adherence (Gusdal et al. 2011; Kumarasamy et al. 2005; Van Tam et al. 2011) . While certain components of health care provision are more integrated in the CSC (primary health care services specifically), this has been achieved at the cost of fragmentation with other components such as psychosocial services for HIV/AIDS. Our study respondents indicate that when clients are initiated into ART with simultaneous exposure to peer support, and infrastructural support such as provision of safe accommodation and fewer costly visits, the clients are more motivated to maintain service utilization.
The government's aim in shifting from the CCCs to the CSCs was to achieve broader dissemination and integration of HIV health services with general health services. As Weiss (1997 Weiss ( , 1998 recognized, aims without understood mechanisms of change, may not be achieved. Here, we illustrate how residential ART initiation and integrated psychosocial services seems to have met the program goals more effectively for people living with HIV in northern India, especially women. The themes that emerge from our health worker respondents show that the switch from CCCs to CSCs meant aspects of the CCC model that worked to promote the specified goals are minimized in the CSC model. Due to low health literacy and practical barriers to access such as lack of safety for women and costs associated with travel, it appears that clients served in the CSC model prioritize receiving free ART and other subsidized medical services at the hospital. This may also mean that clients are less likely to maintain fidelity to the ART protocols and have few opportunities to develop community supports.
Despite the expected benefits of integrating HIV with general health services, changes in the provision of security, accommodation and transportation for clients, shift the time and financial costs to the clients accessing services (Ameh et al. 2017; Mudzengi et al. • Opportunities for interacting with client peers and obtaining social support
• Limited time and opportunities for building social ties with client peers Client's time
• HIV medical and psychosocial services under one roof, which provide time efficiency
• Psychosocial services located within 2.5-3 km of medical services and no transportation is provided Financial costs
• Accommodation is provided, reducing costs • Clients spend money to travel between services and for overnight accommodation (for long distance travellers) Personal safety
• Accommodation is provided, which helps women feel safer
• Women who cannot afford hotel or motel accommodation sleep at public shelters, which are considered to be less safe Client anonymity
• Involuntary disclosure of HIV status by virtue of accessing services. May increase stigma and discrimination
• Offers client anonymity since clients receive services with general health services 2017). This shift increases barriers for clients and decreases ability to initiate and maintain access to HIV services. The goals of integration need to be carefully balanced with client needs such that they are not detrimental to already disadvantaged populations such as women living in poverty. Our findings suggest services that address female clients' need for safety, affordability and proximity may support engagement and retention in care. Calls for integrating psychosocial services with HIV care and treatment in low-and middle-income countries have highlighted the benefits of psychosocial services for people living with HIV, such as coping with stigma and discrimination, better ART adherence, and improved well-being (Collins et al. 2006; Freeman et al. 2005; Gusdal et al. 2011; Lam et al. 2007; Van Tam et al. 2011) . Our study builds on this literature by providing empirical evidence of the benefits of integrated psychosocial services and exposure of some unintended consequences of integration. Our findings suggest that a full integration of prior services from the CCC may be beneficial: if clients could have a several-day stay in the hospital with support as they dealt with side effects, and provision of all services including psychosocial support within the hospital, program goals would be more likely to be accomplished. Despite cost and resource constraints, this full integration model would be more ideal.
Previous research indicates that successful treatment outcomes are dependent on the experiences of newly-diagnosed patients getting linked to care (Christopoulos et al. 2013) . Clients' utilization of psychosocial support services encourages higher levels of ART adherence (Boothroyd and WHO 2008) and our study demonstrates that health workers believe the CCC residential model enhanced psychosocial services usage and promoted repeat service utilization in resource-poor settings. Living in poverty means that clients have limited time and money, they face stigma and discrimination, and they may lack motivation to access health care. HIV psychosocial or other interventions require time and repetition to be successful and when clients do not have easy access to such services, acquisition and maintenance of new health behaviours may be hampered.
Finally, this study highlights the importance of considering community characteristics and the need for gender sensitivity in organizing HIV care. Findings indicate that whether the program inputs are necessary for attainment of intended program goals-reducing HIV transmission and adoption of positive living-is determined, at least in part, by client and community characteristics. For instance, program features that respect clients' time, financial, and social support constraints are particularly helpful for clients living in poverty. In addition, a gender-sensitive design may help women clients overcome barriers resulting from the gendered nature of access to health services: this was the case with the CCC model which helped address women's fear for their personal safety while travelling to receive ART and support services. There has been a global thrust towards gender sensitive organization of HIV service delivery that accounts for the different needs of women and girls, while recognizing the crucial role of context (e.g. poverty, cultural and gender norms, environment for women's physical safety, among other factors) in which services are provided (Dodds et al., 2004; Gupta et al. 2003; Ofosu-Amaah and Afriyie Oppong 2004 ). Yet, programs continue to be designed with the assumption of common and equal needs of men and women. Use of gender-sensitive indicators in the evaluation of health care models is therefore warranted.
Our study limitations should be acknowledged. First, this study was conducted in one city in north India with a purposeful qualitative sample and therefore we cannot claim generalizability of results to other parts of the country. North India has poorer health infrastructure, lower women's literacy, and more limited women's autonomy compared to south India, and therefore our conclusions may not directly apply to areas outside of north India (Kishor and Gupta 2004) . However, the HIV care models we examine were implemented throughout India and we therefore expect findings will have national relevance. Second, the centres where data were obtained primarily catered to low-income clients. Middle or highincome clients may face different circumstances in accessing HIV care. Third, health workers focused on psychosocial services and did not provide much insight into other aspects of integration with primary health services. Fourth, we cannot entirely rule out the possibility of recall bias or social desirability biases in the narratives. However, the interviews were conducted within a year of the transition from CCCs to CSCs, which likely limited inaccurate recall, and prolonged engagement mitigated social desirability facades. Our respondents' rich narratives offer important insights about the functioning of different models of HIV care. This study is also the first comparative evaluation of integration of HIV care into primary care in India and can inform policy, practice, and research going forward.
Recommendations for future research include: (1) Examination of enrolment rates at the CSCs as compared to the enrolment rates at the attached ART centre to examine the proportion of people who enrol for medical services alone and those who enrol for both free ART and psychosocial services; (2) Examination of the role of shelter homes, short-stay homes and brief hospital stays in the development of psychosocial support among women living with HIV during ART initiation, especially in resource-constrained settings; and (3) Examination of gender differences in the effects of integrated HIV services.
Conclusions
The natural experiment of contrasting the CCC residential ART initiation program with the integrated CSC model where ART medications are provided within the general health system (2014-ongoing) has important implications for understanding the provision of psychosocial services to women in poorly resourced areas. Developing a program theory allows identification of components such as residential ART initiation that may have been overlooked as contributing to primary program goals. Clients' concerns for time, money and safety mean that they utilize medical treatment for HIV/AIDS without its supporting psychosocial care components that require travel to another (although close) site. This may mean lowered fidelity to ART treatment and certainly means less access and support for women as they manage their own (and often their family's) disease burden. Gender sensitive assessment of program goals and the interventions intended to achieve them will facilitate better planning for future interventions with improved clarity about the mechanisms involved in successful program implementation.
